Gonococcal (GC) infections are very common and are sustained by a core group of persons who often have repeated GC infections. Identifying individual risk factors for repeated GC infection is essential so that infection control programs can develop better strategies for decreasing the incidence of GC infection. A case-control study among high-risk persons found that being African American, having previous chlamydia infection, and having less than a high-school education were associated with repeated GC infections. Remarkably, measures of sexual behavior and access to health care were not associated with repeated GC infections. These findings suggest that among high-risk persons, the community prevalence of GC infection is more important in predicting risk for repeated GC infections than individual behavior. Interventions should include continued use of resources in high-prevalence communities and better understanding of the roles social and economic discrimination play in the risk for GC infections.
In the absence of an effective vaccine, the prevention of ted disease (STD), and having other concomitant STDs. The usefulness of some of these studies was limited in assessing gonococcal (GC) infections relies on identifying and treating infected persons and in modifying behaviors that place individcurrently important behavioral factors, such as partner selection and coupling dynamics, and in determining the role of uals at risk for GC infection. Despite existing prevention efforts, GC infections remain a significant problem in the United access to health care because of study design or scope of data collection. States and throughout the world [1, 2] . GC infections are among the most common of bacterial diseases, are frequently reacIn 1990, during an increase in the number of cases of GC infection in San Francisco, we undertook a case-control quired, and are sustained by a core group of persons who engage in high-risk behaviors and who have a high prevalence study to identify patterns that might be associated with repeated GC infections. We assessed demographic and new of infection [2 -13] . Therefore, an increased understanding of risk factors, particularly behavioral risk factors, within the core behavioral factors, such as frequency, duration, and types of sexual partnerships; health-care utilization and perceived group of persons with repeated GC infections is essential so that infection control programs can develop better strategies access; and illicit substance use. This report describes the results of that study. for decreasing the incidence of GC infection.
During the 1970s, studies defined the importance of repeated GC infections and described the demographic charac- race, this was no longer statistically significant. that affect partner selection. Further study is needed to clarify this association. The association with previous chlamydia infection and repeated GC infections might be explained by sexual mixing within a group at high risk for STDs. In addition, Multivariate analysis was used to identify factors associated previous chlamydia infection might be a marker for biologic with patients with repeated GC infections. Logistic regression susceptibility for GC infection. analysis (table 2) indicated that patients with repeated GC inThis study was limited by several factors. The classification fections were more likely to be African American and have of case or control status relied on retrospective data obtained had a previous chlamydia infection but were less likely to have from self-report, provider records, and the STD control morbidcompleted high school. ity database. It is unlikely that cases were misidentified since case status depended on documented GC infection, but control status may have been misidentified by absence of documented GC infection or by a patient's unawareness of previous GC Discussion infection. This could have led to differential misclassification in which controls were more similar to cases and could have The results of this study suggest that among high-risk persons, measures of sexual behavior, such as number of partners, resulted in underestimates of the observed associations or an inability to find true associations. A second limitation was the number of new partners, years sexually active, and condom use, are not associated with repeated GC infections. In addition, relative homogeneity of the study population, which could have prevented the detection of other factors associated with reno associations were found between measures of health care access (e.g., number of medical visits within the past year or peated GC infections. These findings add to those of previous studies showing past 5 years and being able to identify a regular provider) and having repeated GC infections. On the other hand, patients that certain minority populations and those with less formal education are at increased risk for repeated GC infections [4 -with repeated GC infections were more likely to be African American, to have a history of chlamydia infection, and to 6, 9]. Our study indicates that areas for intervention should include continued targeting of prevention and control resources have not completed high school.
Results
The lack of findings related to individual sexual behavior to African Americans in San Francisco and increased efforts to understand the roles that social and economic discrimination and the persistent association of African American race and lack of high school education with repeated GC infections in play in partner selection and individual risk for STDs. this study and others [4 -6, 9, 11] underline the importance of community prevalence in a person's risk for repeated GC infections. The majority of subjects in this study were African independent of specific sexual behaviors and utilization of might occur [11, 14, 15] . If a given community has an in-/ 9d46$$ju46 05-11-98 10:41:02 jinfa UC: J Infect
